Researches
INTRODUCTION
M ost mental disorders that begin during childhood persist for a lifetime. Mental disorders cause greater loss of function as the child develops and can continue to cause trauma in adulthood (1, 2) . In Turkey, the percentage of clinical mental problems in the 4 to 18 age group, as far as stated by parents, is 11.3 % (3). Studies abroad report that between 9.5% -19.8% of children and adolescent have been diagnosed with psychiatric disorders (4) (5) (6) (7) .
In a study conducted by Steinhausen, it was reported that common diagnoses made in child and adolescent psychiatry differ by age, problematic behaviors are frequently observed in patients between the ages of 8 and 9 and in adolescence, and that the male to female ratio is 2 to 1 (8) . Observational studies carried out in the field of child psychopathology over the past 20 years have shown that issues such as age, gender, birth order, family size, financial status of the family, complications during pregnancy, stressful life events, and so on are factors causing behavioral problems in children (1) .
Only between 10% and 22% of children with psychiatric problems who were referred to primary healthcare services are diagnosed properly by primary healthcare service staff, suggesting that a large majority of children and adolescents do not have access to necessary mental health services. And what is worse, a group defined as "subthreshold", which experiences mental health problems without proper diagnosis, suffers from a lack of any mental health support. Most mental health problems in children and adolescents, however, can be cured with suitable treatment and these children and their families can lead a normal or near-normal life. As long as children and adolescents with mental diseases lack proper treatment and support, their problems will persist and will endanger their social, educational, and professional futures -resulting in an additional financial burden on families and a less productive society (9) .
In a study conducted abroad, it was reported that the most common diagnoses in children and adolescents referred to a child psychiatry polyclinic are elimination disorders (attention deficit disorder, hyperactivity disorder, attention deficit hyperactivity disorder (ADHD)/conduct disorder) followed by internalizing disorders (depression/anxiety disorder) (10) . A study in Turkey has reported that ADHD was diagnosed in 17.8% of males and 4.6% of females. In terms of internalizing disorders, depression was detected in 11.3% of females and 6.7% of males, whereas anxiety disorder was detected in 12.7% of females and 7.1% of males (11) .
The conditions in which children's mental health problems occur, clinical symptoms, and methods of consulting mental health facilities may differ among countries and within a given country (11) . A study carried out in Spain has shown that for 73% of cases, families themselves referred to a clinic (12) , whereas a study carried out in Australia stated that 66% of children referred to a mental health clinic were actually sent from other healthcare services in an effort to obtain a consultation (13) .
Determining the distribution and extent of mental problems in children provides the basic data needed to pin down the areas requiring protective measures and treatment services. Through establishing the primary needs, effective programs can be developed for the improvement of children's mental healthcare services (11) .
The objective of this study is to examine the diagnoses and symptoms that were ascertained using the socio-demographic features of patients who were referred to the Children and Adolescent Psychiatry Polyclinic at the Süleyman Demirel University Faculty of Medicine.
METHOD
In this study, 763 cases of children and adolescents who were referred to the Süleyman Demirel University Faculty of Medicine, Child and Adolescent Psychiatry Polyclinic for the first time between October 2007 and October 2008 have been evaluated retrospectively. Thirty-five patients were excluded from the study due to a lack of information. Socio-demographic features were recorded in the standard sections of patients' medical files, while family characteristics, complaints, and psychiatric diagnoses made during the research conducted in accordance with the Diagnostic and Statistical Manual of Mental Disorders Fourth Edition (DSM IV) were evaluated. In the study, the distribution of the symptom and diagnosis features of participating children and adolescents was examined by gender.
Statistical evaluations
The data was evaluated using SPSS 11.0 (Statistical Package for the Social Sciences) software. Number, % age, and standard deviation were used in supplemental statistics. Data were analyzed using the Chi-square Test, Fisher's Exact Chi-square Test, multi-leveled chisquare test, and chi-square for trend. In all evaluations, p<0.05 was considered significant.
RESULTS
The characteristics of children and families in the evaluation group are provided in Table 1 . In the evaluation group, 64.6% (s=493) of participants were male and 35.4% (s=270) were female; 43.3% of the female and 47.5% of the male participants were in the 7-12 age group. The ratio of female patients in the 13-17 age group was significantly above that of male patients (p=0.01). In 94 of 763 cases whose family characteristics were recorded, patients were living in an environment without the presence of one or both parents. The reasons therefore were specified as divorce (n=66), loss of parent (n=9), adoption (n=15), and dormitory residency (n=4). The majority of patients were first born and more than half of the cases came from families with two children. The average age among mothers was 35.1±6.2 years and the average age among fathers was 38.9±6.9 years. More than half of the mothers (56.6%%) and fathers (52.3%%) were in the 30 to 39 age group. The level of education and profession of mothers and fathers are provided in Table  2 . In 51.4% of cases, mothers brought their children to a polyclinic while in 33.6 % of cases both parents brought their children to a polyclinic; most lived in urban regions (79.6%); the majority of patients were breastfed (93.2%); 13.2 % of patients were exposed to trauma during birth; and 11.5% of patients were exposed to eclampsia. It was also revealed that 25% of mothers, 11.8% of fathers, and 21.2% of other relatives of the patients had a history of psychiatric treatment. Eighty-six point six % of patients came from Isparta, 7.3% from Burdur, and 4.2% from Afyon. An examination of records about the onset of the disorder showed that 93.8% of patients were referred to a polyclinic for chronic problems, 5.4% for problems that had occurred within the last month, and 0.8% for problems that occur intermittently. An examination of complaints during visits revealed that 65.7% of cases (n=501) had more than 1 symptom.
The ratio of reporting more than 1 symptom during the visit does not differ significantly between genders. Patients showing 1 symptom in the 1-6 age group is significantly higher than in the other age groups (p<0.001). The most common symptoms were irritability (34.2%), unhappiness-pessimismunwillingness (27%), distress-annoyance-discomfort (18.7%), inattentiveness (18.1%), hyperactivity (by 17.4%), and bedwetting (by 11.5%). Among complaints made during visits, those of inattentiveness, stuttering, and lack of interest in schoolwork were high in male patients; those of family problems, unhappiness-pessimism-unwillingness, distressannoyance-discomfort, physical complaints, suicidal attempts, addictions, and obsessive thoughts and behaviors were high in female patients (Table 3) .
Ninety-seven patients had normal characteristics, while 666 patients (87.3%) recorded at least 1 symptom. The most common diagnosis in all groups were depression, anxiety disorders, enuresis, attention deficit hyperactivity disorder (ADHD), adjustment disorder, relationship problems, stuttering, and mental retardation. An examination of the gender-based distribution of diagnosis of the DSM IV shows that ADHD and stuttering are diagnosed at a significant level in many male patients, whereas depression and relationship problems are diagnosed at a significant level among many women (Table 4) . One hundred and ninety-one of 763 cases (25%) had more than one diagnosis. An examination of the multiple diagnoses in frequently found disorders, the most common comorbid diagnoses in children with ADHD are mental retardation (14.1%), enuresis nocturne (9.8%), borderline intellectual functioning (6.5%), oppositional defiant disorder (ODD) (4.3%). The most common comorbid diagnoses in children with depression are relationship problems (10.8%), social phobia (8.3%); the most common comorbid diagnoses in children with anxiety disorder are enuresis (9.2%), stuttering (3.9%), twitching disorder (3.9%), and depression (3.9%). The most common comorbid diagnoses in children with enuresis nocturna are encopresis (26.9%), enuresis diurna (16.7%), ADHD (11.1%) and articulation disorder (9%). The diagnoses, which were made according to complaints mentioned during visits, were evaluated (Table 5 ). Adjustment disorder, relationship problems, and ODD were diagnosed at a significantly high level in a great number of patients who had complaints of irritability. In patients with unhappiness-pessimismunwillingness complaints, however, anxiety disorder, social phobia, obsessive compulsive disorder, separation anxiety disorder, post-traumatic stress disorder, and panic disorder were diagnosed at a significant level.
ADHD, ODD, borderline intellectual functioning, anxiety disorder, and learning disorder were diagnosed at a significant level in a great number of patients who had attention deficit complaints, whereas ADHD, mental retardation, and ODD were diagnosed at a significant level in a great number of patients with hyperactivity complaints. Enuresis nocturna, encopresis, enuresis diurna, articulation disorder, and low average intelligence were diagnosed at a significant level in a great number of patients with bedwetting complaints.
DISCUSSION
Male patients are brought to child mental health facilities more frequently than female patients (15) . Studies conducted in three different child psychiatry clinics show that in between 61.5% and 66.9% of cases, the patients are males (15) (16) (17) . In a study conducted in the USA in 2000, 60.8% of a total of 40,639 children who received mental healthcare were male patients (18) . In studies conducted in England and Spain, the majority of children who were referred to a children and adolescent psychiatry clinic were male (12, 19) . In existing studies, some authors claim that in the general population, the referral of male patients to a mental health clinic is linked to their slow physiological growth. In this study, the majority (64.6%) of patients are male. In a study conducted by Tanrıöver et al., it is stated that the most frequent visitors were in the 6-11 age group, whereas in our study the age group with the highest number of referrals was the 7-12 age group.
A study conducted in Trabzon that evaluated referrals to child psychiatry clinics revealed that 41.1% of patients were from families with 2 children and 32% of those brought as patients were first born. In our study, 53.6% of patients were from families with 2 children and that 55.8% of those brought as patients were first born. In a study conducted by Tanrıöver et al., 51% of mothers and 52% of fathers had an elementary school education (15) . In our study, 47.8% of mothers had an elementary school education and 57.4% of fathers were high school or university graduates; this indicates that the difference in education levels might stem from the social structure of Trabzon and Isparta. Two studies conducted in Norway and Spain showed that the main reasons for patients' referral to a child and adolescent clinic were anxiety and adolescent problems, and that hyperactivity and attention deficit problems had a tendency to increase (12, 20) . In our study, the most frequent reasons for referral to a clinic were found to be irritability, unhappiness, distress, inattentiveness, and hyperactivity. In line with the literature, a great number of problems such as inattentiveness, stuttering, and lack of interest in schoolwork were observed at significant levels in male patients, and problems such as unhappiness-pessimism and unwillingness were observed at significant levels in female patients in our study (11, 15) .
In a study by Fettahoğlu and Özatalay, it was revealed that 52 children and adolescents referred to a clinic with inattentiveness and/or hyperactivity were diagnosed with ADHD, depression, anxiety disorder, and learning disorder (21) . In our study, children and adolescents referred to a clinic with inattentiveness and/or hyperactivity were diagnosed with ODD, borderline intellectual functioning, anxiety disorder, learning disorder, and mental retardation.
In a study analyzing the clinical and demographic features of children and adolescents referred to a child psychiatry clinic, it was reported that the most common diagnosis was mood disorders, followed by conduct disorder (22) . In a study that evaluated the distribution of diagnoses in children and adolescents between 1995 and 2000, depression and anxiety disorders were observed to have increased (18) . In our study, the most common diagnoses were depression and anxiety disorders.
In a study conducted in Iraq, the second most common diagnosis was enuresis (23) . In two studies conducted in Turkey, one of the most common diagnoses was elimination disorders (11, 24) . In our study, enuresis was the third most common disorder after depression and anxiety disorder. Because enuresis is a disease that affects the family and child's quality of life quite negatively, it can be considered to have gained a higher rank in terms of referrals to child psychiatry clinics.
Externalizing disorders and communication problems, which include ADHD, were more often seen in male patients than in female patients (11, 21, (24) (25) (26) . In a study carried out outside of Turkey, disruptive behavior disorders were detected three times more often in male patients than in female patients (27) . Female patients were diagnosed more often with mood disorders and anxiety disorders, whereas disruptive behavior disorders were diagnosed less often (21, 28) . In a study carried out in Iraq in 2007, stuttering was observed more often in male patients than in female patients (23) . A great number of problems such as ADHD and stuttering were observed at significance levels in male patients, while depression and relationship problems were observed in female patients in our study, which is in line with the literature.
In a study carried out by Görker et al. on adolescents, the most frequent comorbid diagnosis with ADHD was borderline intellectual functioning (29) . In our study, however, the most frequent comorbid diagnosis occurring with ADHD was mental retardation. The disorders commonly co-occurring with enuresis were developmental delay, sleeping disorders, ADHD, and encopresis (30) . The diseases found in our study to co-occur with enuresis nocturna were, in order, encopresis, enuresis diurnal, and ADHD, which supports the literature. In a study conducted in Turkey, it was reported that patients diagnosed with mental retardation had comorbidity most frequently with elimination disorders (29) , while in our study enuresis had comorbidity most frequently with elimination disorders. Depression rates were low in children and adolescents with anxiety disorders according to the literature (31, 32) , whereas in our study depression rates were 3.9% in children and adolescents with anxiety disorders.
In a study conducted by Aras et al., the rate of comorbid diagnoses was 28.7% (11) . In another study carried out in Turkey, the rate of comorbid diagnoses was 15.29% (26) , whereas in another study conducted abroad this figure was reported at 29.9% (23) . The level of severity of a disease, and its likelihood of becoming chronic, increases with the occurrence of comorbid diagnoses. The quality of life is much lower in cases of cormobidity, and deterioration in psychosocial functioning is much more serious (33) . In our study, comorbid diagnoses were observed in 25% of patients, and thus the existence of comorbid diagnoses should be taken into consideration in referrals to child psychiatry.
CONCLUSION
In our study, two thirds of referrals to child psychiatry clinics were for male patients. Many referrals to child psychiatry clinics are made in the 7-12 age group. This study revealed that although the most common diagnoses are internalizing disorders, differences between the genders exist and the rate of comorbidity is significant. When making referrals to child-adolescent psychiatry, differences in diagnoses and comorbid diagnoses among the genders should be examined very carefully. The majority of cases referred to child psychiatry were for chronic problems. Extending the referral period and delays in treatment can cause the symptoms to worsen. An evaluation of the co-occurrences of comorbidities showed that depressive disorder coexisted predominantly with relationship problems. Family and social relations should be evaluated in cases diagnosed with depressive disorder. Our study's findings related to common psychiatric diagnoses provide us with the basic data to determine treatment needs, which can in turn enable the establishment of guidelines to organize child psychiatry polyclinic services and improve protective measures.
